neurological deficits, having any past history of recent (within a time span of 6 months -1 year) trauma or surgeries done, [12, 13] performing regular exercise and indulged in sports. Statistical analysis was done by using Spearmen's co-relational test on SPSS software version 20 (IBM Corp. Released 2011. IBM SPSS Statistics for Windows, Version 20.0. Armonk, NY: IBM Corp). After inclusion of the subjects having musculoskeletal pain, they were given to fill all the questionnaires.
Firstly the screening tool-Nordic Musculoskeletal Questionnaire (NMQ) (Body Part Discomfort Interview) [14] [15] [16] which has been applied to a wide range of occupational groups to evaluate musculoskeletal problems in computer and call centre workers, car drivers, nurses etc. The NMQ contains three parameters to measure the quality and quantity of pain according to the parts of the body involved. The parameters are frequency, severity and related work activities. Frequency and severity are both rated on a scale of 1-4. The reliability is 0.77 with a validity of 85% for the given questionnaire. Secondly, for Pain assessment-Orebro Musculoskeletal Pain Questionnaire [17] [18] [19] which was developed as a tool to assist in the early identification of yellow flags and patients risking the development of work disability due to pain.
The OMPSQ has 25 items out of which 21 are scored and it also has satisfactory psychometric properties and predictive ability. This questionnaire was developed by the MacMaster University, Australia and has a reliability of 0.91 with 82% validity. Further, physical activity assessment-The Short Questionnaire to Assess Health-Enhancing Physical Activity (SQUASH) [20] [21] [22] is a tool to monitor the physical activity behavior of the adult population and compliance to physical activity guidelines. The SQUASH consists of questions to assess commuting activities, leisure time activities, household activities, and activities at work and school. Questions elucidate the frequency, duration, and intensity of physical activities engaged in across a typical week in the previous months. The SQUASH has a reliability of 0.57 with a validity of 67%. Fourthly, Quality and quantity of Sleep assessment-University of Cambridge sleep questionnaire [23] which was developed for Parkinson's disease patients. The questionnaire contained 45 questions that focused on different sleep-related issues such as duration, quality of sleep, abnormal nocturnal behaviour and quality of life. And lastly, Psychological status assessment-Internet Mental Health Quality of Life (IMHQOL) scale [24] that measures the individual's quality of life with respect to mental health as it is composed of 78 items (questions) which are divided into 15 categories. It evaluates the social and occupational functioning, mental health, physical health, and progress.
results
Descriptive data of prevalence of musculoskeletal pain at various locations, assessment of physical activity, quality and quantity of sleep and psychological status among physiotherapists was documented and presented in tables. Co relational analysis was done using Spearmen's correlational test suggesting a weak co-relation between the amount of physical activity and pain score with p value being nonsignificant and no co-relation between other physical factors (quality and quantity of sleep, psychological status) and pain score with p value being non-significant. No co-relation was seen between pain score and BMI with p value being nonsignificant again [ Figures 1-3 ].
dIscussIon
The prevalence of musculoskeletal pain among physiotherapists was high and often presented at multiple sites. Maximum pain at a single location was found to be at neck (13.33%) and lower back (16.66%), whereas maximum pain at two locations was seen involving upper and lower back region (11.66%). Around 11.6% of physiotherapists had pain more than two sites involving shoulder and upper and lower back region. Very few physiotherapists complained of musculoskeletal pain at more than three sites [ Table 1 ]. However, another study done on Indian physiotherapists in Gujarat in 2013 demonstrated a prevalence of about 68% work-related musculoskeletal disorders. [4] The present study correlated physical and mental factors with the intensity of pain among physiotherapists. This study found no correlation between musculoskeletal pain intensity and body mass index (BMI) among physiotherapists supported by a research done in 2008 which showed no correlation of pain with BMI even if 50% of the included physiotherapists were overweight. Thus, this proves that body weight does not influence the intensity of musculoskeletal pain and therefore should not affect the working capabilities of a physiotherapist too. [3] This study documented the amount of physical activity in physiotherapists using SQUASH questionnaire which is a valid and reliable tool. [20] [21] [22] Physical activity is defined as any body movement produced by a skeletal muscle that leads to increase in energy expenditure above basal level. [9] The amount of physical activity performed by physiotherapists ranged between mild, moderate, and severe physical activity. A maximum number of physiotherapists were identified to have moderate physical activity (46.66%). A few physiotherapists also documented their physical activity as severe (11.66%). Both high and low levels of physical activity may be associated with musculoskeletal problems in physiotherapists. [5, 6, 10] This study showed high levels of physical activity was weakly associated with intensity musculoskeletal pain among physiotherapists. On the contrary to this, a dissertation done in Finland in 2010 stated that high physical activity levels having more than 6 h of brisk activity per week are significantly related to pain. [9] Similarly, many other studies identified the common aggravating risk factors of musculoskeletal pain and discomfort to involve physiotherapy practices such as bending, twisting, applying force, management of large number of patients in a day, lifting with sudden maximal effort, prolonged increased risk of musculoskeletal pain. [9] It is also suggested that fatigue, difficulties in falling asleep, waking up at night, and other sleep problems are risk factors of musculoskeletal pain. [9] Difficulty in falling asleep and symptoms of fatigue were found sitting, working in the same position for long, adoption of uncomfortable posture, not having enough rest, carrying heavy equipment, and continuing to work while injured. In a paper presentation done in India, there was a positive correlation between adverse work style score and pain and concluded that 72.72% of the physiotherapists had adverse work style and 87% of physiotherapists revealed that they worked through pain [5] [ Table 2 ].
Quality and Quantity of sleep was calculated using Cambridge score of physiotherapists with the categories being normal rapid eye movement (REM) sleep, mild and severe affection of sleep. A majority of physiotherapists were found to have normal REM sleep (68.33%). Newer technologies and social networking have restructured today's lifestyle resulting in poor sleep quality. [9] Sleep disturbances overall increase the risk of many health problems and could very well be related to the to be allied with musculoskeletal pain in adolescents according to the Finland research study. It stated that daytime tiredness and waking up at night are associated with recurrence of pain.
In spite of the overall total sleeping time being reduced, no association could be proved with musculoskeletal pain, and thus, this study established normal REM sleep in majority of the physiotherapist population [9] [ Table 3 ].
Psychological status and depressive behavior may also be related to the incidence of musculoskeletal pain. [9] IMHQoL score determined the psychological status of physiotherapists.
Physiotherapists were divided into three groups on the basis of their score. All the physiotherapists were analyzed and categorized into Group 1 as normal psychological status. Thus, it was a total (100%) distribution. Appreciatively, the psychological status of all participating physiotherapists was found to be normal, and thus it can be rightly inferred that psychological status does not have any effect on musculoskeletal pain. Earlier studies have also mentioned insufficient quality and quantity of sleep causing musculoskeletal disorders through a psychological pathway and also that reciprocal relations are suggested between pain and a participant's current psychology. Moreover, although this study does not support any correlation, in all the relations between psychological status and symptoms, quality and quantity of sleep, and musculoskeletal pain are complex. [9] [ Table 4 ]
A weak correlation was found between the amount of physical activity and pain score with P value being nonsignificant. On the other hand, no correlation was found in between other physical factors (quality and quantity of sleep and psychological status) and pain score with P value being nonsignificant, respectively. Then again, no correlation was also found between pain score and BMI with P value being nonsignificant [ Table 5 ].
As a clinical implication of this study, a regular assessment of the above-mentioned physical factors is recommended as it would determine the physical and mental status of a physiotherapist that may affect the working capacities of a physiotherapist during clinical practice. Future scope of this study suggests that correlation of all these physical factors with musculoskeletal pain should be done keeping in mind the specialties of physiotherapists too, i.e., neurosciences, musculoskeletal sciences, cardiorespiratory sciences, and community and social sciences. Furthermore, a comparison can be done in between each of these specialties.
conclusIon
A weak correlation was observed between musculoskeletal pain and level of physical activity of physiotherapists. However, musculoskeletal pain was not associated with quality and quantity of sleep and psychological status among physiotherapists. 
